The use ofcovert video surveillance in the investigation of suspected life-threatening child abuse and Munchausen syndrome by proxy raises important ethical questions. That the recently reported provision ofthis facility in North Staffordshire was not presented to a Local Research Ethics Committee (LREC) for approval as a research exercise raises important questions about the ethical review of research and practice.
Introduction
A press release by the North Staffordshire Hospital dated September 24th 1993 confirmed that the hospital had made provision for the use of covert video surveillance in cases of life-threatening child abuse. It further stated that the provision was conditional upon the establishment of a detailed and comprehensive protocol. The protocol had been prepared on an inter-agency basis with social services and the police. The release made no mention of whether the protocol had been presented to the Local Research Ethics Committee for approval. In fact no such approval had been sought. This raises the important question of whether techniques of this sort should be employed without such approval. I wish to argue that LREC approval should have been sought on this matter and that that committee has certain responsibilities with regard to the circumstances which have developed. The case highlights some important principles concerning ethical review which merit attention.
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Local Research Ethics Committees
The remit of Local Research Ethics Committees, according to the Department of Health guidelines (1) , is to review all research involving human subjects which takes place within the National Health Service. The primary function of the committees is to protect the interests and safety of the subjects of the research. Clinical practice is not subject to ethical review in the United Kingdom, save in limited areas such as genetic engineering and the provision of assisted conception services, though there is some pressure to introduce such scrutiny.
The distinction between research and clinical practice is not always clear and this lack of clarity often figures in cases where review is avoided. It would be mistaken to underestimate the importance of evaluating the effectiveness of clinical practice: such evaluation may yield new and valuable information leading to the improvement of care. So much may be said properly to be part and parcel of good clinical practice. However, the proportion of research element in a therapeutic measure and the extent of departure from norms of practice may be significant and may constitute a threat to the interests of patients, thus calling for independent scrutiny. Whilst it would be impractical and pedantic to insist on ethical review of minor modifications of practice, the proportion of research element in a practice should be carefully controlled. We need to ask, therefore, how much the use of covert video surveillance is a departure from normal practice and how great is the research element in its use. That it is a great departure from normal practice, which embodies the consent of the competent patient, goes without saying. Whether it may be regarded as clinical practice rather than research, or clinical practice which involves research goals as merely a spin-off, is a question which I wish to pose in this paper. A negative answer will confirm the view that should already be established by the exceptional departure from normal clinical practice which the procedure entails, viz that such a procedure should be subject to the independent ethical review which has been designed for all medical research on human subjects which takes place broadly within the National Health Service. (4) . Other means which do not commit the child to exposure to serious harm are available and must be preferable (5) . It is a matter of concern that the team admit that parents are in fact more likely to impose airway obstruction in the contrived situation of covert video surveillance in hospital (6) . They admit that '... parents were more likely to impose airway obstruction when, due to close nursing observation, they had been unable to demonstrate their child's "symptoms" for a period of time'. Additionally, when recordings of assaults have been made they have sometimes been assessed by the police for their adequacy for legal purposes. In cases where the evidential value was less than conclusive surveillance was continued -on more than one occasion in one case -until a satisfactory recording of a further attempt was made (7) . It may be argued that whatever else this is it is not good clinical practice and that the protection of the child's health was not the first priority of the surveillance. (10) . In the 1993 paper (11) reference is again made to the fact that such physiological measurements 'may be valuable not only as an indicator of the severity of the event but also to help distinguish between fabricated events and suffocation in those patients in whom child abuse is the cause'. Thus the hypothesis is still open to refutation and the continued collection of comparative data in cases involving undisputed and conclusive evidence of abuse can be said to constitute research data against which the hypothesis may be tested.
It) THE CHILD AS THE PATIENT
The assertion that the child is the patient in the use of covert video surveillance of the circumstances in question reflects the understandable emphasis which is properly to be found in the activities of a paediatric team. However, the fact is that the role of the child as the patient is contestable and this contestability betrays the conceptual and practical uncertainties surrounding Munchausen syndrome by proxy. These questions suggest that the evolution of a series of events into a syndrome may mark the beginnings of the identity of a new clinical diagnosis such as has been seen elsewhere in the history of medicine. It is too early to tell whether this will be the result but the literature on the subject suggests that it may well be so, though there is still much disagreement about this. Some believe, for example, that the whole group of syndromes which are grouped under the umbrella term of 'personality disorders' are suspect candidates for clinical diagnosis citing, for instance, the lack of clarity of distinctions between traits and disorders of personality and the lack of any demonstrated link between such syndromes and fundamental abnormalities of an histological, biochemical or molecular kind (1 2). However, one does not need to take so narrow a view of clinical diagnosis to rule out Munchausen syndrome by proxy as an undisputed current diagnosis.
Munchausen syndrome simpliciter has entered DSM-III-R as a diagnostic category under the classification of Factitious Disorders (13) . Though it is repeatedly said that perpetrators of the child abuse in recorded cases are not found to have a common mental illness or disease, they are said to suffer a personality disorder (14) . It is generally agreed that the perpetrator of the abuse in these cases needs treatment of some sort, though the prospects of success may be slim (1 5). There is still considerable confusion, however, in the description of the syndrome. In one and the same paper describing the condition the child is said to have Munchausen syndrome by proxy (16), the mother is said to have the syndrome -'the label of Munchausen syndrome by proxy may be applied to anyone who persistently fabricates symptoms on behalf of another so causing that person to be regarded as ill' (17) and the syndrome is said to be perpetrated by the mother (1 8). We are elsewhere told that the patient is the mother, diagnosed as having Munchausen syndrome by proxy and described as exhibiting abnormal illness behaviour (19). Significantly, perhaps, this account is that of a psychiatrist. Yet Meadow, the originator of the label, names the mother as the proxy (20) -an odd account when we are concerned with the fabrication element of the syndrome and a false one when the injury or contrived symptoms are considered.
Undeniably such behaviour patterns as are involved in Munchausen syndrome by proxy call for urgent identification and attention. Given the considerable unclarities in the very concept it cannot be claimed with any plausibility that an investigation of a whole range of cases does not involve a research element. In any case, to proceed as though the categories are clear is not good clinical practice for it is tantamount to ignoring important possible needs of one of the parties concerned in the observation. All those who have reported use of the covert-videosurveillance technique record that it has produced useful information on the psychopathology of the abusing parent. The question of consent also becomes a difficult issue where covert surveillance is used, in part, as a diagnostic technique in the care of a competent adult. Given the possibilities of considerable distress and harms that can result from mistaken suspicions in cases of alleged child abuse (5) every care must be taken to consider the welfare of both children and parents.
III) PROTECTING THE PATIENT'S HEALTH
Finally let us consider the claim that covert video surveillance is a form of protective therapy, fulfilling the duty to protect the health of the child. The response of Dr Southall's team to the ethical dilemma of weighing the breach of medical confidentiality against protection of the health of the child was to adopt covert surveillance to fulfil the doctor's fundamental duty to protect the health of the child (21). However, whilst it is a duty of medical carers to protect the health of patients they do not have a monopoly of such responsibility. Indeed, their duty, as such, is limited by the specific range of expertise and by their professional role. One does not have to belittle the role of police surveillance in order to question whether a doctor's employment of covert video surveillance solely for the purposes of detection of crime is a proper use of his skills and resources (22) . He is doing it, after all, in the name of medical care and not any form of protection counts as medical care. Whilst, for example, doctors would have a duty to protect Salman Rushdie from the effects of a violent attempt on his life they do not have a responsibility to protect him from violent assault, but the police do. In cases of children at risk the social services, together with the police, have such a responsibility. (23) . It is not a matter to be determined by the practitioner. The wisdom of this advice is apparent. Not only is it important for the interests of subjects of research to be protected, they must also be seen to be protected. This serves the interests of medicine and its practitioners generally as well as the interests of patients. Furthermore where a possible tension exists between the care of a given patient and the research interests of a practitioner the value of an independent judgement is obvious.
If it comes to the notice of a Local Research Ethics Committee that research, or what may possibly count as research, is proceeding in its area without proper consultation with the committee then it has the responsibility to report the same to the district health authority, the relevant NHS body and the relevant professional bodies (24).
Of course this is not to anticipate whether or not the local committee will advise the district health authority that it approves or refuses to approve of the practice. It is to guarantee that the activities of researchers are conceived with care for the interests and welfare of all research subjects and that they are seen to be so conceived. The new editor hopes that the journal will help doctors in training to acquire the necessary skills to enable them to deliver the highest possible standards of patient care. There will also be articles designed to help those doctors' trainers to develop suitable training programmes for their trainees. And finally, once that training is complete, the journal will allow doctors to maintain those high standards by a process of continuing medical education. For further details, please contact: Mrs J M Coops,
